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Introduction
The term "patient contract," for the purposes of this paper, refers to a written document developed by clinical teams and/or healthcare administrators, with the goal of encouraging patients to modify behaviours. A patient contract generally contains a list of expectations that the patient must adhere to in order to retain access to services, while some may be employed to encourage patients to adopt a healthier lifestyle [1] . Although their legal standing is disputed (even though they are often signed by patients and providers), patient contracts are familiar to healthcare audiences in many contexts since they are employed for a myriad of purposes including suicide prevention, medication management, and behaviour modification [1] .
Diversity with respect to their intended functions and content has led to varied assessments of their efficacy, and the literature is replete with articles that endorse and condemn their use. The authors' clinical experiences have led them to suspect that there has been an increase in the implementation of patient contracts in Canada and other western countries, and health care literature is beginning to note that development [2] .
While advocates of contracts champion them as a means to foster transparency and reduce the potential for harm, contracts have received scrutiny from some clinicians and members of the bioethics community. Those opposed to contracts typically cite the power imbalances that make contracts seem coercive and speak to their potential to undermine trust and stigmatize vulnerable populations. Importantly, the erosion of trust has been shown to lead to treatment non-adherence [1] . We believe that gaining greater clarity about exactly what is at stake is important as contracts continue to be used in a range of settings despite inadequate evidence about their effectiveness [3] . Given increased interest in enhancing patient-centred and equitable care (as evidenced by the rise in patient councils and advisory committees), this is a particularly auspicious moment for reconsidering the ethical standing and clinical efficacy of contracts. Although our goal is to provide guidance to clinicians working in rehabilitation settings, we anticipate that our suggestions will be transferable to other contexts.
Use and Advocacy
Arguably, the most uncontroversial defense of a contract is its purported ability to promote the good of patients. Patient contracts are advocated as a means to increase adherence to treatment regimens, and there has been a strong desire across healthcare professions for tools that can further this goal. It has been said that "increasing the effectiveness of adherence interventions may have a far greater impact on the health of the population than any improvement in specific medical treatments" [4] , whereas poor adherence is known to reduce treatment effectiveness and undermine health outcomes [3] . Clinicians can be attracted to contracts simply because they are a vehicle to get patients to pledge their commitment to treatment plans.
Another factor that seems to drive contract use is the desire to eliminate the effects of unwanted patient behaviours. Challenging behaviours associated with withdrawal or continued substance use can surface in rehabilitation facilities because these patients have survived their acute episode and have recovered greater function and independence. Particularly in the context of the opioid crisis, clinicians may be searching for strategies that can offer safeguards against dependency in the case of prescribing opioid therapy to manage chronic pain. Behavioural contracts have been employed as one of these (somewhat controversial) strategies, where the patient is notified that their doctor may discontinue prescription if certain terms of use are not followed [2, 5, 6] . Additionally, and not necessarily related to substance use disorders, worries about violence against healthcare providers, other patients and visitors can motivate the imposition of behavioural contracts [7] . Contracts may also be employed in an attempt to mitigate physician risk and safeguard against medical malpractice litigation (e.g., the risk of being sued for an unsafe discharge) [5] .
In addition to the belief that contracts promote positive outcomes, they may also be appealing from an administrative perspective. Contracts are easily reproduced and there is a misperception that they require little training to implement; templates are available online and adaptable to various situations; clinicians can simply modify them to suit their needs [5, 7] . Because of this, some contract advocates have suggested that they constitute a fiscally responsible way to standardize departmental practices [3] . For instance, contracts may be employed to educate patients or to clarify hospital policies, and signing these contracts may be a way to reinforce important information and verify comprehension [1] . We have worries, however, about a one size fits all approach since contracts used in this way require little critical engagement, and stress the importance of tailoring information to meet the specific needs of individual patients.
Ethical and Legal Considerations
The physician-patient relationship is typically characterized as a fiduciary relationship both from an ethical standpoint and as a matter of common law [7] . This understanding ought to prompt reflection on the nature and extent of healthcare providers' duties to act in the best interests of their patients. In addition to these obligations, healthcare providers are expected to possess professional virtues (expressed through the guidelines of their respective regulatory colleges), such as trustworthiness, compassion, and integrity [8] , which are oriented toward good health outcomes. Patients rely on clinicians to receive care and, because of their dependence on clinicians, the relationship is marked by a power imbalance. It is important to note, moreover, that some patients are more vulnerably situated than others owing to their socioeconomic status, limited understanding of medical terminology, and/or histories of trauma or abuse [1, 9] . With some patients, particularly those who are more vulnerably situated, an attitude of trust can be difficult to establish and maintain. Even when contracts are presented with the best of intentions, these patients may feel pressured to sign them and fear that if they do not their health may be compromised or access to care terminated. As patients' needs are significant and pressing, and access to treatment is often limited by geographical inequities or available expertise, patients may face what is essentially a Hobson's choice; that is, they may accept services on their providers' terms or find themselves with no offer of services at all. We believe that patient worries regarding abandonment are not unwarranted, as some guides to behavioural contracts specify that contracts are useful tools to "support terminating provider-patient relationships" [10] .
Under common law, if contracts are to be legally binding, they must include: 1) an agreement between the parties and 2) consideration (i.e., the exchange of something of value). Patient contracts often fail to meet these conditions. First, owing to the power imbalance that exists between patients and clinicians, many patients do not enter freely into contracts, and some patients may lack the capacity to consent. As ethicists often note, for consent to be valid, a patient must be able to "understand the information that is relevant to making a decision and able to appreciate the reasonably foreseeable consequences of a decision or lack of decision" [11] . In a recent study of 162 opioid contracts, researchers found that the contracts were written, on average, at a Grade 14 reading level despite recommendations that such documents be composed at the Grade 6-7 level [5] . Many patients in the rehabilitation setting (e.g., those with progressive neurological disorders) may be incapable of giving valid consent or may have capacities that are unclear or fluctuating. Second, the consideration criterion requires that each of the parties agree to exchange something of value. In our experience, most patient contracts simply include a list of rules that the patient must accept. Without reciprocal promises from clinicians, there is no consideration exchanged, unless the consideration could be described as the continued provision of health carecare to which patients have a pre-existing right [1] . When a duty of care is legally required, however, the language of contracts can be redundant or even conflict with the fiduciary relationship that binds providers and patients.
In addition to the fact that many contracts may not be legally valid, there are other issues to consider. In instances where there is no legal basis for imposing contracted consequences against the patient, a case recently has been made for the documents to be re-named 'agreements' in order to avoid the legal connotations associated with the term 'contract' [13] . However, while this may seem more palatable, the term 'agreement' may also mislead. While it suggests a departure from the power imbalances inherent in many examples of contracts, with the term 'agreement' connoting an arrangement that is equally and freely agreed upon between parties, this is often not the case for the reasons we have already offered. Moreover, even if the name 'contract' is replaced with 'agreement,' so long as such documents are presented in a manner that resembles a contract, patients may believe that they have no option but to sign. Additionally, if consequences are articulated in the contractual document but not enforced (which may be the case if they are not legally-binding), then this may exacerbate mistrust and erode the credibility of healthcare providers.
Known impact of contract use on patient outcomes
Good ethics requires good facts. Efforts to assess the ethical standing of patient contracts must address the question of their efficacy. Despite significant interest in the topic, studies have repeatedly failed to show conclusive evidence of the benefits of contract use. A 2009 review conducted by The Cochrane Collaboration and a 2010 review by Starrels and colleagues evaluated available data related to contract efficacy and the results were not reassuring [3, 14] . The Cochrane review evaluated thirty-one published trials on patient contracts and assessed contract success by measuring various outcomes such as reduced Page 99 harm, improved health status and decreased costs. The review concluded that, despite some limited benefit, there was not enough reliable evidence to recommend the use of contracts in healthcare [3] . Similarly, the review by Starrels and colleagues, which looked at the effectiveness of opioid treatment agreements, showed weak evidence supporting a modest reduction in "opioid misuse" when contracts were used. The lack of high-quality evidence has implications for the ethical defensibility of patient contracts. A common argument in favour of contracts is their purported ability to increase treatment adherence [3] , but without robust evidence to support this claim, the use of contracts appears to increase patient burden without providing concomitant benefits.
Health Equity and Contracts
Health equity, which "involves the fair distribution of resources needed for health, fair access to the opportunities available, and fairness in the support offered to people when ill" [15] , is an underappreciated consideration in efforts to assess the merits of patient contracts. Patient contracts can undermine efforts to promote health equity, since the factors that lead to a contract may include implicit biases that result in disproportionate burdens for marginalized patients. Multiple studies have identified the presence of implicit and explicit biases among healthcare professionals against vulnerable and historically underserved groups [16, 17] . Because these groups are sometimes seen as less trustworthy by healthcare providers, it is reasonable to be concerned that this could translate into the overuse of contracts [18] . While discriminatory behaviours may exist toward marginalized populations even without a contract, the implementation of a contract may more explicitly reinforce existing patterns of discrimination. As patient-clinician trust is a "key component of the therapeutic relationship" and "may impact important health-related behaviours, relationships, and outcomes" [18] , all practices that have the potential to exacerbate negative stereotypes warrant substantial ethical attention.
Equity-based considerations are especially salient in a rehabilitation setting, where there are often shortages of available beds and pressure to provide care only to those who are most likely to benefit. Whereas access to acute care is generally seen as a right (especially in urgent circumstances), the authors have seen that it can be easier to conceive of access to rehabilitation as a privilege. Such beliefs may persist despite the fact that timely access to rehabilitation often offers the best hope for patients to recover function or to live with greater independence [19] . The result of this framing can be a temptation to accept termination of care as the inevitable consequence for contract breaches. However, a patient's substance use disorder, psychiatric illness, or complex psycho-social dynamics do not obviate the patient's need for, and ability to benefit from, rehabilitation. In fact, screening out patients with these needs is contrary to principles of health equity. The authors have found that in many cases, offers of support and the introduction of harm reduction strategies have been more effective and ethically defensible than the imposition of inflexible rules. Many patients can benefit from participation in rehabilitation programs, but certain behaviours or histories can present barriers to access these services (e.g., behaviours such as alcohol misuse that can co-present with symptoms of a major health event [20] ).
None of our observations are intended to challenge the reality that rehabilitation clinicians are stewards of limited resources. However, we offer a reminder that, as in the case in acute care facilities, some rehabilitation patients require additional resources or more creative solutions to achieve desired health outcomes. Patients' challenging psychosocial circumstances ought not to count as grounds for denying them opportunities to achieve worthwhile rehabilitation goals. Indeed, the most complex patients might be better understood as those with the greatest need owing to their multiple vulnerabilities. On many occasions, even when their preferences and values are seen as problematic from a clinical perspective, a patient's aims may be achievable and consistent with the broader commitments of their rehabilitation providers. A patient who works hard to return a state of relative independenceeven when that independence includes practices or an environment that outsiders find distressingis someone who may well be rehabilitation-ready.
Solutions and Next Steps
We recognize that where patient contracts are likely to be ineffective, or ethically and legally problematic, other tools and techniques are needed. A promising and often underused source of guidance can be found in the discipline of behavioural therapy. Behavioural therapy tools are designed to benefit patients by identifying and capitalizing on their existing strengths rather than by emphasizing their vulnerabilities. They provide alternatives that do not entail a reduction in the quality or availability of care provided to patients with serious psychological and physical illnesses. Below, we provide a brief glimpse of tools and strategies that we have found helpful in our rehabilitation setting. They doubtless are transferable to other contexts as well.
Behavioural tools come in many forms, and their implementation may begin even prior to a patient's formal admission. For instance, we have found social scripts [22] , which are similar to movie scripts in their attention to detail and ability to clarify roles, have been invaluable in preparing patients for a rehabilitation stay. They can be used to set facility expectations and goals, and to help patients and clinicians mitigate foreseeable concerns. Once patients have arrived at a facility, collaborative goal setting can be used to increase patients' investments in their own care, investments that are positively correlated with better patient outcomes [23] . As one might expect, success in achieving such goals is more likely when care plans are rooted in patient values, as opposed to those of staff [24] .
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Additional behavioural tools are well-suited to patients who exhibit challenging behaviours. These tools include those outlined by William R. Dubin, whose core clinical strategy for psychiatric patients consists of using verbal intervention techniques, as well as active clinician responses, such as direct eye contact and body language. Dubin emphasizes prevention in his nonpharmacological strategies, which include risk assessments and psychotherapeutic interventions when caring for patients who exhibit behavioural challenges or show warning signs of aggression. His observation that "implementing strategies that minimize humiliation and helplessness will almost always lead to a safer and more successful outcome" [25] , is important because it shifts some of the onus for patient behaviours away from the patient and toward the professional(s). Another promising technique is motivational interviewing, which originated in efforts to address alcohol-dependence disorders [1] . At its core, this technique aims to return a sense of power and responsibility to the patient by inviting clinicians to focus on three skills (listening, asking, and informing) and four principles (resist the righting reflex, understand the patient's motivation, listen to the patient, and empower the patient) [25] . This is a particularly appropriate approach in a rehabilitation context due to its compatibility with goal setting and a rehabilitation philosophy that aims to empower patients and foster independence. Finally, clinicians might employ "token economies" [27] to motivate patients to complete tasks and engage in their care. Successful implementation of this strategy requires a careful assessment of the rewards that are likely to motivate a specific patient. Patient rewards should be designed to enrich the care experience and are not meant to serve as compensation for deprived environments. Although these methods differ from one another, and require different levels of expertise, the purpose is the same: to effectively and equitably mitigate the impact of variables that negatively influence a patient's clinical care and subsequent health outcomes.
Conclusions
In conclusion, we suggest that the widespread use of patient contracts ought to be re-evaluated on practical and ethical grounds. Although contracts may have limited value in select circumstances, the evidence for their effectiveness is weak and their potential to undermine trust and exacerbate existing disparities makes them problematic. It is our view that rehabilitation (and other) professionals would benefit from access to a more comprehensive "toolkit" designed to help address challenges that arise in the care of patients who present with so-called "behavioural difficulties". Behavioural therapists, and the strategies that are well-developed in their practices, have the potential to offer significant benefits to their colleagues in rehabilitation medicine and beyond. Equitable, accessible, and patient-centred care are goals that we believe all healthcare providers can embrace. In that case, it is worth further examining the ethical standing of contracts and exploring alternatives to "contracting compliance."
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